Results | The analysis included 747 763 female patients. Median age at diagnosis was 58.0 years (interquartile range [IQR] , 50.0-67.0 years). The racial/ethnic composition of the cohort included 77.0% white, 9.3% black, 7.0% Hispanic, and 6.2% Asian women.
Median age at diagnosis was 59 years for white (IQR, 51-67 years), 56 years for black (IQR, (49) (50) (51) (52) (53) (54) (55) (56) (57) (58) (59) (60) (61) (62) (63) (64) (65) , 55 years for Hispanic (IQR, (48) (49) (50) (51) (52) (53) (54) (55) (56) (57) (58) (59) (60) (61) (62) (63) (64) , and 56 years for Asian patients (IQR, (48) (49) (50) (51) (52) (53) (54) (55) (56) (57) (58) (59) (60) (61) (62) (63) (64) (Figure 1) . A higher proportion of patients with breast cancer were diagnosed at younger than 50 years among nonwhite patients (31.0% among black, 34.9% among Hispanic, and 32.8% among Asian) than among white patients (23.6%; P < .001 for all). If we were to achieve a similar capture rate for nonwhite patients as current guidelines do for white patients at 50 years of age, screening ages would need to decrease to 47 years for black, 46 years for Hispanic, and 47 years for Asian patients (Figure 2) . A higher proportion of black and Hispanic patients present with advanced (regional or distant) disease (46.6% and 42.9%, respectively) than do white or Asian patients (37.1% and 35.6%, respectively; P < .001 for all).
Discussion | In our study of US cancer registries, we found 2 distinct distribution patterns of age at diagnosis for female breast cancers: white patients peak in their 60s, whereas nonwhite patients peak in their 40s. Compared with white patients, a higher proportion of nonwhite patients presents with more advanced breast cancers at the time of diagnosis. Our finding challenges established norms with regard to screening practices and provides empirical evidence that race-based screening should be considered. Several studies 3-5 have evaluated breast cancer incidence by age in non-European countries and found similar variations. A common belief is that lowering the screening age may lead to overdiagnosis and overtreatment. However, better diagnostic modalities and evolving technology will enhance The peak age of each race represents the mode. Using peaks in white patients to set screening guidelines will disadvantage a disproportionate number of non-European patients. The horizontal black line represents the cumulative proportion of breast cancer diagnosed for white patients by 50 years of age as indicated by the vertical line to the far right. The 3 vertical black lines on the left represent the ages at which nonwhite patients achieve a cumulative distribution that is equivalent to what white patients would achieve by 50 years of age.
diagnostic specificity and accuracy to reduce overdiagnosis; improved practice guidelines will reduce overtreatment. In addition, some may argue that lowering screening ages would lead to increased screening cost. However, we recommend selective increases in screening among nonwhite persons, not blanket increases across the entire population. Our study is limited by the fact that the National Cancer Institute's SEER Program, despite being the largest cancer database in the United States, still does not capture 100% of the US population. Nevertheless, its large sample size, coupled with its heterogeneity, supports the validity of our findings.
Our study has important implications. Age-based screening guidelines that do not account for race may adversely affect nonwhite populations in the United States. We should consider lowering the screening age for nonwhite groups in the United States. Caution should also be exercised in non-US and non-European countries when adopting practice guidelines based on US and European data. Future clinical research should incorporate analytic techniques that will determine generalizability across population groups.
Current USPSTF breast cancer screening recommendations do not reflect age-specific patterns based on race. Moreover, by 2050 most of the United States will be composed of what are now considered to be racial/ethnic minority populations.
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With this change in population distribution, consideration should be given to adjusting breast cancer screening guidelines. Lastly, culturally sensitive care begins with culturally sensitive science, and we should constantly examine whether scientific findings can be generalized from the majority population to minority populations.
